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LINICAL CASE
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Received 19  June  2012;  accepted  10  June  2013Rectals  diverticulas  are  rarely  found  during  the  examination  of  lower  intestinal  tract.  It
is  generally  associated  to  colic  diverticulosis  and  mostly  sigmoid  diverticulosis.  There  are
few  reports  in  the  literature  regarding  this  condition,  which  in  its  manifestations  may
closely  mimic  rectal  cancer.  We  report  one  case  of  rectal  diverticula  which  is  particular
by  its  exclusive  localization.  From  this  new  case  and  after  analysis  of  the  literature,  we
discuss  the  clinical,  diagnostic  characteristics  and  the  therapeutic  possibilities  of  this  rare
pathology.
A patient  of  24  years  old  without  surgical  history.  The  patient  had  presented,  in  the
space  of  4  years,  many  episodes  of  rectal  bleeding  aggravated  by  the  recent  installation
of  sub-occlusive  episodes  which  resolved  spontaneously.  Clinical  examination  including
digital  rectal  examination  at  the  time  of  crisis  revealed  a  diffuse  abdominal  distention,
without  suspicious  lesions  on  digital  rectal  examination.  A  radiography  of  the  abdomen
without  preparation,  performed  in  ﬁrst-line,  objectify  the  presence  of  colonic  hydroaeric
levels.  An  abdominal  echography  showed  the  presence  of  an  image,  on  about  10  cm,  of
a  digestive  thickening  at  the  left  colon.  Achieving  a  colonoscopy  allowed  to  individual-
ize  a  hemi-circumferential  rectal  process  on  15  cm  of  anal  margin  with  ulcerated  surface
of  one  pseudo-polype.  Rectal  biopsy  described  an  ulcerated  rectal  mucosa  and  inﬂam-
matory  without  showing  a  suspicious  area  for  malignancy  (Figs.  1,  2).  An  abdominopelvic
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Figure 1. Hemi-circumferential rectal process.
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enteritis 15  days  after  birth  and  then  abdominal  distensionFigure 2. Pseudo-polype with ulcerated surface.
scan  conﬁrmed  the  existence  of  a  digestive  thickening  at
15 cm  of  the  anal  margin.  The  diagnosis  of  a  upper  rectal
tumor was  suspected  and  it  was  decided  to  operate.  Sur-
gical exploration  did  not  reveal  a  visible  macroscopically
processes in  the  rectum  or  the  sigmoid.  A  sigmoid  colotomy,
explored by  ﬁnger,  objective  the  presence  of  3  mucosal  nod-
ules, at  5  to  6  cm  of  anal  margin,  we  realize  a  segmental
colectomy, with  manufacturing  of  an  colorectal  anastomosis
and a  protective  ileostomy.  The  anatomopathology  study  of
the operating  piece  conﬁrmed  a  rectal  diverticulosis  without
evidence of  malignancy.  The  surgical  outcomes  were  simple
and the  patient  was  released  on  the  8th  day.
a
dAlthough the  sigmoid  colon  diverticula  are  frequently
ound, rectal  diverticula  are  rare.  Usually  the  rectal  diver-
icula is  unique,  but  in  some  cases,  it  has  been  reported
ultiple rectal  diverticula  associated  to  other  gastrointesti-
al sites.  Although  the  incidence  of  sigmoid  diverticula  is
 to  10%  [1,2].  The  actual  incidence  of  rectal  diverticula
as not  been  established.  The  solitary  rectal  diverticula
as been  described  for  the  ﬁrst  time  by  Sener  et  al.  in
991 occurred  in  a  new  born  who  presented  with  gastro-t day  25,  the  barium  enema  showed  an  isolated  rectal
iverticula [3].  Several  theories  have  been  advanced  to
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xplain  the  low  incidence  of  rectal  diverticula  [3,4].  This
ow incidence  is  explained  by  the  reinforcement  of  the  rec-
al wall  by  perineal  muscles  or  intraluminale  rectal  pressure
ess important  and  applied  on  sigmoid,  or  may  be  to  lack
f visualization  of  possible  rectal  diverticula  while  realiz-
ng proctologic  or  X-ray  examination.  Clinically,  the  rectal
iverticula is  usually  asymptomatic  but  can  be  the  site  of
nﬂammation and  pay  so  confusing  with  a  rectal  tumor.  The
ize of  the  rectal  diverticula  is  generally  bigger  than  that  of
olonic diverticula,  it  seems  that  it  changes  with  the  intra-
bdominal pressure.  The  preferential  localization  of  rectal
iverticula is  on  lateral  rectum  walls  that  do  not  present
uscular reinforcement  like  anterior  walls  [5].  The  etiol-
gy of  rectal  diverticula  is  unknown  [2,5].  While  appendices
piploicae exist  in  the  colon  and  are  inﬂuential  in  the  for-
ation of  diverticula,  they  are  absent  in  the  rectum.  Some
ave suggested  predisposing  factors  in  the  development
f rectal  diverticula  include  congenital  anomalies,  recur-
ent impactions  exerting  pressure  and  distention,  traumas
nd infection  predisposing  to  weakening  of  the  rectal  wall,
bsence of  supporting  structures  such  as  the  coccyx,  and
elaxed recto-vaginal  septum.  In  evolutionary  terms,  several
omplications may  be  associated  such  an  abscess,  bleed-
ng or  malignancy.  Once  the  diverticulum  becomes  inﬂamed,
mpacted by  fecal  matter  or  other  irritants,  there  may  be
rogression to  abscess  formation  with  possible  perforation.
erforation, when  it  occurs,  is  not  alarming  because  of  the
xtra-peritoneal situation  of  the  rectum,  which  makes  the
ituation less  dangerous  than  the  perforation  of  the  colon
n which  spillage  of  infected  contents  into  the  abdominal
avity occurs.  Rectal  infection  of  the  diverticulum  can  be
ifﬁcult to  differentiate  from  malignancy  [1,5].  Fistulas  may
lso  develop  between  the  rectum  and  adjacent  organs  [4].
rom the  therapeutic,  surgical  abstention  is  the  rule  to
ll patients  remained  asymptomatic  and  did  not  develop
omplications of  diverticula  of  the  rectum.  Patients  with
[
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symptomatic  diverticula  should  be  periodically  reviewed.
hey should  maintain  good  bowel  habits  to  prevent  fecal
mpaction, which  can  lead  to  ulceration  and  abscess  for-
ation. Patients  who  are  symptomatic  with  complications
equiring surgery.  Abscesses  are  drained  by  the  standards
ashion and  ﬁstulas  are  treated  in  according  with  the  pre-
enting situation.  Rarely  abdominoperineal  resection  may  be
equired. We  must  be  alert  to  the  possibility  of  a  coexisting
arcinoma.
Rectal diverticula  are  rare.  The  development  of
omplications indicates  that  surgical  treatment  is  necessary.
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